Editorial On AIDS and Some Happier Matters
The world is in the grip of an epidemic of a fell and frightening disease which has the potential to affect the living and loving of all of us. For too long those who work in the unique environments of the operating theatre and intensive care unit have allowed their concerns and fears to be assuaged by the reassuring utterances of those charged with preventing panic in the streets and sadly, of some eminent medical colleagues who have become caught up with the social, rather than the medical, implications of this disease.
While it is probably true that one is unlikely to contract AIDS in the buses, restaurants or moviehouses of the nation and equally unlikely to be infected during the daily activities of a specialist physician or for that matter bacteriologist, who is able to effectively employ so-called 'universal precautions', we as anaesthetists and intensivists are in a different boat. Arguments aimed at the multitude simply do not apply to us. Safe sex and not sharing needles have little applicability to our daily professional lives. Our daily contacts with tissues and tissue fluids are as intimate as they are imperative. For us, 'universal precautions' must be the starting, not the finishing point. While never neglecting our duty to care for every single solitary patient to the best of our ability, it would be both futile and tragic if the captain or crew were to go down with this particular ship, sunk by an avoidable hazard.
The answer lies in a thorough understanding of the disease, a knowledge of which patients represent a palpable risk and a cleaning up of our abysmally dirty work habits. It has been found that when voluntary testing is offered to elective surgical patients, over 95% will accept the invitation. Pre-and post-test counselling is essential. The small number who decline and emergency patients in whom immediate treatment is essential must be treated as if they were infected. Such an arrangement would allow a reasonably time-efficient throughput of cases without the extreme delays consequent upon the implementation of maximum precautions. The latter are simply not possible in every case if the hospital system is not to grind to a halt or its staff Anaesthesia and lntensi"e Care. Vol. /7. No. 3, August, /989 not to opt for a less rigorous lifestyle. In all likelihood, the present 'window period' between infection and seroconversion will be drastically reduced by tests which detect the activity of the virus itself rather than the evoked immune response. But even the presently available tests greatly reduce the odds of our unknowingly coming into contact with an infected patient. An inescapable corollary of such patient testing is that we, the staff, should also be tested regularly. That has implications so profound that space precludes their discussion here but what's good for the goose ... ! At the time of writing our various general medical and specialist bodies are developing updated policies in respect of these and related matters.
While we are implementing our new precautions we must consider whether our new measures might contravene the established rules for the prevention of cross-infection, be it with AIDS or some other infective agent. The mind-set has changed. Where previously the wearing of gloves for example was seen as a means whereby the patient was protected from infection potential arising from the dirty hands of his attendants during surgery, the thinking has now inverted. The gloves are now worn to protect us from our patients. One result is the anaesthetist's gloved hands, contaminated with bloodied saliva, blissfully operate rotameter controls, monitor buttons and the like without even a second thought. Such devices are rarely cleaned with a viricide between cases, nor are they designed for such treatment. A total rethink is necessary.
In this issue we present an invited article on the subject of Acquired Immune Deficiency Syndrome contributed by an author who has been ahead of his time in his views on this matter. Michael Jones is a practicing anaesthetist, a scientist of stature and consultant statistician to this Journal. We would all do well to read and heed this landmark paper (pp 253-263).
On a happier note, we introduce two new occasional segments to the Journal. Pacific Forum (pp 332-339) introduces papers concerning clinical research and experience from the Pacific region which might otherwise not find their way into a publication of this type. This initiative is taken because we in Australasia must be a part of a wider anaesthetic community and contribute to the furtherance in our region of the World Federation of Societies of Anaesthesiologists' 'safe anaesthesia for all'. Your own Society, in conjunction with the New Zealand Society, is actively involved in moves to promote education and training in the Pacific region but more needs to be done. We see this as one way the Journal can assist in this effort. The future organisation of this segment will be conducted by Or. Chris Sparks (pp 336-339, this issue) in consultation with Or. Kester Brown of the Editorial Committee and the W.F.S.A. Only contributions which conform generally to the Guide for Authors will be accepted but allowance will be made for local constraints in relation to Methods. The Journal will assist, if necessary, in the preparation of the necessary artwork.
The second new segment we have titled 'For the Record'. For too long the good men have done has been recounted only after they have shuffied off this mortal coil. This would seem to be a singularly melancholy exercise as it should be that it is when they move from active professional practice to the greener and possibly more productive pasture of 'retirement' that acknowledgement of their contribution ought to be made. Table 2 should read 'SPONT RESP', not 'IPPV', as in Table 1. EDITOR
